RATIONALE: Cow's milk allergy (CMA) appears to be the most common food allergy in children worldwide. Our goal is to correlate oral challenge tests (OCT) results to age and immunological mechanism in pediatric patients with CMA diagnosis followed in a Brazilian referral center of Allergy and Clinical Immunology. METHODS: Clinical history, laboratorial findings and test results were collected from 115 pediatric patients with CMA followed in 2017 through electronic medical record. RESULTS: Among 115 patients who presented with CMA, 57% of the reactions were IgE-mediated (IgE-m), 20% were non-IgE-mediated (NIgE-m) and 23%, mixed reactions. Seventy two patients showed positive cow's milk IgE in vivo or in vitro: 53 with IgE-m allergy and 3 NIgE-m. Eighty three patients went through an OCT to evaluate tolerance; 18% (n515) of IgE-m, 27% of mixed allergy and 45% (n511) of NIgE-m did not elicited clinical symptoms. The median age of CMA resolution was 39 months for IgE-m, 21 for NIgE-m and 55 for mixed reactions. Median age of tolerance to baked milk was 27 months (7 OCT). Currently, the median age of children who are still not tolerant in our service is 51 months for IgE-m, 26 for NIgE-m and 55 for mixed reactions. CONCLUSIONS: The presence of specific IgE in CMA, isolated or related to T lymphocytes, seems to be a predictor of persistent clinical course in the patients followed in our service (p<0,05). Furthermore, it is worthy to remember that specific IgE can remain positive even after development of oral tolerance.
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Anaphylaxis during oral food challenge: can we predict it?
Bruna Pultrini Aquilante, Mariana Barp Melnik, La ıs Ferreira Brum, Andrea Solferini Barros, Maira Mastrocola Leite, Lais Pereira Millan, Tatiana Paskin Martins, Cristiane N. Santos, MD, Mayra de Barros Dorna, Antonio Carlos Pastorino, MD, PhD, and Ana Paula Moschione Castro, MD, PhD; University of Sao Paulo, Sao Paulo, Brazil. RATIONALE: Despite being the gold standard for food allergy diagnosis, oral food challenge (OFC) poses an inherent risk of undesirable reactions, including anaphylaxis. Risk factors for severe symptoms remain unclear. This study aims to describe OFC outcomes to identify possible risk factors for anaphylaxis in this procedure. METHODS: Retrospective evaluation of medical records from patients with suspected IgE-mediated food allergy to cow's milk (CM) or egg, who underwent OFC in a pediatric hospital (2016) (2017) (2018) . Patients challenged to either raw or processed CM/egg were included. Anaphylaxis was defined according to Sampson et al, 2006 . Data were compared through nonparametric tests RESULTS: 125 OFC (97/CM and 28/egg) carried out in 80 patients (median age of 6.5y) were reviewed. Anaphylaxis was observed in nearly one third of the tests (41). Among these, the first complaint was oropharyngeal pruritus. The most affected systems were cutaneous (82.9%), followed by respiratory (78%), and less frequently cardiovascular (9.7%). Most patients achieved clinical resolution of symptoms after one dose of epinephrine, but five patients required additional doses. One patient had a biphasic anaphylaxis. OFC with raw food compared to processed allergen evidenced similar potential to trigger anaphylaxis (p> 0.05). Personal history of asthma or prior anaphylaxis did not increase the risk of anaphylaxis on OFC (p>0.05). Among patients challenged with raw allergens, older age increased the risk of anaphylaxis (p<0.001). CONCLUSIONS: OFC is a high risk setting for anaphylaxis regardless of allergen processing or patient's medical history. Readiness for emergencies is always mandatory, as severe reactions could not be anticipated. Tree nuts account for a large proportion of severe food allergic reactions. However, there is a lack of data on the outcomes of oral food challenges (OFC) with these foods. This study aims to provide insight into the proportion of failed OFC among common tree nuts. METHODS: We used retrospective clinical chart data from 417 food allergic children ages 0 to 17 years seen at two allergy and asthma clinics in Chicago. With an alpha level of 0.05, we used two-sample tests for proportions to determine significant differences between the proportions of failed food challenges. RESULTS: The data set contained 15 walnut food challenges, 65 almond, 23 hazelnut, 7 pecan, and 9 cashew. The proportion of failed walnut and cashew OFCs was 33.3% and 44.4% respectively, whereas it was 14.3%, 1.5%, and 4.4%, for pecan, almond, and hazelnut, respectively. We found significant differences between the proportion of failed walnut and either almond challenges (p<0.001) or hazelnut challenges (p<0.05). Significant differences were also seen in the proportion of failed cashew and either hazelnut challenges (p<0.05) or almond challenges (0.00). CONCLUSIONS: These data suggest that walnut and cashew allergies may behave differently than other tree nut allergies. Further research is needed to elucidate the reasons for this potential difference, and to create threshold lab values for recommendation of OFC. Dermatology Inc, Carmel, IN. RATIONALE: We aim to report our experience with peanut challenges for early introduction of peanut in a solo allergy practice. METHODS: In the spring of 2015 we wrote all offices whose patients we had seen in the past to encourage them to send patients suitable for early peanut introduction. All referred patients has PST to peanut, egg, milk, wheat and soy. Patients with a negative PST to peanut were asked to begin peanut at home. However some families opted for an in office challenge (Group 1) Patients with a positive PST to peanut were offered an open graded challenge (group 2). RESULTS: Between 5-15 and 6-18, 37 infants had a peanut challenge. The mean age at challenge was 6.6 months. Group 1 had 9 infants and 100% passed their challenge. However 3 (33%) of the infants subsequently developed a positive PST and clinical symptoms of peanut allergy. Group 2 had 28 infants. Nineteen children passed the graded challenge and 7 failed (36%).The mean wheal size for all infants was 4.7mm. Four of the seven who failed had a PST > 8mm. No infants in group 2 developed peanut allergy in follow up. Eleven of the infants (30%) were referred from one pediatric dermatology practice. CONCLUSIONS: Infants with a negative PST were at high risk of becoming peanut allergic with time suggesting that careful follow is required. A PST greater than 8mm posed a risk for failing. A single pediatric dermatology practice accounted for 30% of referrals
